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A transoesophageal echocardiogram (TOE) with ultrasound contrast revealed a well circumscribed, 1 cm diameter, echobright mass attached to the ICD lead in the right atrium (Fig. 1) . The patient was admitted for further investigation. Clinical examination was unremarkable. Investigations revealed a normal full blood count, electrolyte profile, C-reactive protein concentration and erythrocyte sedimentation rate. Multiple blood cultures were sterile. The echocardiographic findings and clinical picture were felt to be in keeping with thrombus formation and the patient was anticoagulated with warfarin. A repeat TOE after 3 months of warfarin therapy revealed complete resolution of the right atrial mass.
A number of studies have demonstrated that Riata family ICD leads are at greater risk of insulation breach resulting in conductor externalization [1] . The optimal management of patients with a Riata lead is unclear. The U.S. Food and Drug Administration has recommended that lead replacement should be considered in patients with a Riata lead with evidence of conductor externalization and abnormal electrical parameters [2] . We believe that thrombus formation in the present case was related to conductor externalization. A small number of similar cases have been described previously [3] . Thrombus formation with the risk of pulmonary embolism is a serious complication of Riata lead conductor externalization. If the lead remains in place, lifelong anticoagulation and careful serial echocardiographic monitoring is indicated. Thrombus formation may be asymptomatic or minimally symptomatic as in this case. If a significant degree of conductor externalization is noted during fluoroscopic screening, consideration should r e f e r e n c e s i n d i a n p a c i n g a n d e l e c t r o p h y s i o l o g y j o u r n a l 1 5 ( 2 0 1 5 ) 1 4 3 e1 4 4
